organized by the World Medical Association in 1953, at which many original views were expressed and new experiments in medical education described. 1 The British Medical Association has devoted considerable attention to this subject"8; and the creation of the College of General Practitioners is in some part due to a revived interest in, and growing dissatisfaction with, the undergraduate and postgraduate training of family doctors.4 In the spring of this year when 15 of the 22 regional faculties of the College in the British Isles had been formed, it was felt that some of these groups of members and associates, through their faculty boards, might usefully survey the medical curriculum in the light of their own professional experience.
Until then many individual opinions had been expressed, but there had been no means of assessing how widely these wer held. Th object of this survey has been to put forward certain controversial points, and to bring to light opinions about the medical curriculum held by a number of keen general practitioners. It is hoped that the results may stimulate study, both within the College and by the profession as a whole, and that they may contribute something of value to the work of those responsible for the future teaching policy in medical schools.
In the analysis of the replies to a questionary prepared by the Council of the College, and in this report, we have tried to examine the curriculum in the light of modern requirements?the need to turn out newly qualified doctors with a sound basic knowledge and broad understanding not only of more than 20 specialties but also of general practice and family doctoring. Every medical student must have a sufficiently ?>road general education to look at the world from a humanitarian rather than a materialistic point of view. He must be intellectually humble and resilient enough to be able to alter his ideas, because time inevitably changes old beliefs. He must develop a self-discipline in his way of [July, 1951 thinking to protect himself from specious advertisements, from unscientific publications, and journalistic enthusiasm. He must be the severest critic of his own work.
These are the basic attributes needed by all medical graduates in whatever branch of the profession they eventually elect to serve. To develop these qualities with economy of time and maximum concentration of effort is, in our view, the purpose of the curriculum. It is no easy target, and to attain it every item in the medical student's training should be A number of general practitioners were in favour qf combining evenly, during the last one or two years at school, a general education with an approach to scientific subjects, but without stretching the latter to the full extent of the syllabus for the first mcdical examination.
Many expressed doubts regarding the necessity of taking chemistry, physics, botany and zoology to the high level now demanded in the first medical examination; and there was an appreciable feeling that the curriculum could well be shortened in these subjects.
Selection of Medical Students
Are_ we satisfied with the present method of selection of medical students ?
Only one faculty thought that selection now was altogether satisfactory. The Most of the faculties felt that the student, whatever his future is to be, should be taught to recognize how much of medicine lies within the realm of the general practitioner. When he starts in practice he will then be less bewildered at the wide field he has to cover; and consultants, specialists, and students at hospital will be less mystified by the range of work a general practitioner has of necessity to do himself. The student must learn to appreciate clearly the great volume and variety of service that it is desirable for a family doctor to undertake, and what should be referred to a specialist if there is one within reach. To learn all this will help the student also to discover more easily his own aptitudes and limitations, so that he may decide wisely on his future career.
Conclusions
A questionary on the medical curriculum has been discussed by some of the regional faculties and faculty boards of the College. It is hoped that the results will stimulate further study and a continuing review of medical education. In this interim report it is suggested that:
1. The last two years at school should be evenly divided between receiving a broad education and an introduction to the scientific method.
2. The present method of selecting medical students could be improved by co-opting a general practitioner on to each selection board.
3. The medical curriculum requires revision so as to give students a broader introduction to all branches of medicine, including general practice. This course, for descriptive purposes, is best divided into four phases.
The disease begins with fever and non-specific constitutional symptoms, the cebrile phase (Fig. 1) . In three to five days the temperature falls and at this time many patients show "Avelve to thirty-six hours of hypotension. This hypotensive phase is followed by three to five days of oliguria and azotemia, and terminates in a diuresis, which :nitiates the prolonged convalesccnt phase. The hemo--rhagic manifestations begin in the febrile phase, reach
Mieir maximum during-the hypotensive period and usually disappear while the patient is still oliguric.
Febrile Phase
An irregular high fever is characteristic of the first four days of this disease. The usual first symptom "s headache followed rapidly by malaise, anorexia, chilly sensations and a rising temperature. The headache is servere and usually frontal. Frequently retroorbital pain, aggravated by ocular movements, is also present.
Malaise is especially prominent and is associated with restlessness and weakness, myalgia and lumber backache. Occasionally vasomotorv instability may persist for one or two days.
Oliguric Phase
Urinary output decreases sharply at the end of the febrile phase (Fig. 2) The white blood count is normal or low in the first three days of illness (Fig. 3) 
